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and gradually when he was about twenty-six years old, 
and while he was serving as a soldier. It was not till 
eight years later that there was much difficulty of loco 
motion. Very gradually the gait became stiffer and 
more laborious. The only symptom complained of by 
the patient is the girdle sensation. The function of the 
bladder and rectum and the upper extremities remain 
normal. Examination of the patient, in 1886, revealed 
marked muscle resistance to passive motion. The slower 
and more cautiously the passive movements are made, 
the less the resistance of the muscles is apparent. 
Voluntary movement in the legs is good brit stiff, and 
the strength of the legs is considerable. Knee reflex, 
both sides much exaggerated. Ankle clonus marked ; 
sensibility undisturbed. Temperature sense not so acute 
in lower extremities as in upper. Gait typically and 
clearly spastic. 

In the last seven years the symptoms have become 
gradually worse, and what before might be termed 
spastic pseudoparalysis, is now a true spastic paresis of 
the lower extremities. The gait lias become very much 
stiffer, slower and more dragging. No atrophy of mus¬ 
cles or disturbance of bladder. Until the present year, 
1893, there has been no disturbance of sensibility, but now 
there is a partial loss of temperature sense of the lower 
extremities. J. C. 

Syphilit ie Spiu al Paralysis -()ppen heim (Berlin; 
Klin. Wochenschr, No. 35, 1893). 

Oppenheim first refers to the fact that Krb character¬ 
izes the symptom complex of syphilitic spinal paralysis 
as follows: 

The gait is markedly spastic, the muscular spasm is 
comparatively slight; the tendon reflexes greatly ex¬ 
aggerated ; the muscular weakness is not proportionate 
to the disturbance in the walk ; there exist almost con 
stantly bladder weakness, diminution, impotence, and 
sensory disturbances; the cranial nerves as well as the 
upper extremities are spared. The condition usually de¬ 
velops gradually in the course of weeks, months, or 
years. The difficulty in walking progresses to a high 
degree of spastic paresis; infrequently to paraplegia, 
which soon returns to the condition of spastic paresis. 
The differential diagnosis involves difficulty only as re¬ 
gards myelitis transversal dorsalis. Absolute differ¬ 
entiation, as Erb concedes, is impossible ; yet he believes 
certain peculiarities to point to the syphilitic affection. 
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Foremost among these is the fact that paraplegia does 
not usually manifest itself, or, when it does, the paralysis 
disappears to a certain extent. Erb regards the anatom¬ 
ical basis to be a partial transverse myelitis of the dorsal 
portion of the cord. 

Oppenheim believes that there are serious objections 
to Erb’s attempt to classify the disease nosologically.' 
He bases this statement on a review of the literature and 
an examination of his own material. He quotes from 
Leyden and from the previous writings of Erb to show 
that the well known clinical picture of myelitis plays a 
prominent paid in the clinical history of spinal syphilis. 
To the question that arises, whether Erb’s description of 
syphilitic spinal paralysis is not embraced in that of 
myelitis, Oppenheim answers “ certainly not clearly, nor 
with full precision, but in outline.” 

View should not be lost of the fact that the most 
common form of myelitis is myelitis dorsalis. Myelitis 
dorsalis represents, moreover, the clinical picture of 
Erb’s spastic paresis of the lower extremities with 
bladder troubles and sensory disturbances. 

The study of spinal syphilis leads to the conclusion 
that the real prototype, the chief form of spinal syphilis, 
is the universal meningo-myelitis syphilitica. 

The diagnosis of spinal cord syphilis is not so fre¬ 
quently made as it should be, because of the fact that the 
clinical picture presented is frequently that of acute or 
subacute myelitis. However, if the previous history and 
further course of the disease be considered the diagnosis 
of myelitis syphilitica would be more frequent. 

Oppenheim regards the following as positive points 
in the differential diagnosis: i. Previously or simul¬ 
taneously existing brain symptoms. 2. The inter¬ 
rupted course of the disease and the fluctuation of the 
individual symptoms. 3. The symptoms of meningeal 
irritation and the symptoms of involvement of the roots. 
4. Phenomena indicating a multiplicity of foci. 5. The 
incomplete symptom complex of Brown-Sequard’s par¬ 
alysis. 

Oppenheim believes Erb’s spinal paralysis may be 
referred to the known forms of spinal syphilis, particu¬ 
larly to the syphilitic meningo-myelitis. It represents 
only one stage in the course of the disease. It is not a 
disease snigeneris. He explains Erb’s paralysis as pro¬ 
duced in the following manner : The syphilitic thicken¬ 
ing of the meninges is most marked in the upper parts 



PERISCOPE. 


54 

of the cord. The dorsal portion is most affected by com¬ 
pression and by the growth of nerve tissue from the 
meninges into the substance of the cord. As the result of 
early treatment, cicatrization and resorption results, 
but myelitis, atrophy, and above all, secondary degenera¬ 
tion remains. As the dorsal portion of the cord is par¬ 
ticularly attacked, there remain as permanent symptoms 
those of partial myelitis dorsalis or the phenomena de¬ 
scribed by Erb as syphilitic spinal paralysis. 

In conclusion, the author considers that the clinical 
picture described by Erb is not indicative of syphilis, 
when the previous possession of a chancre is but hypo¬ 
thetical. Every other form of diffuse lesion of the dorsal 
cord, especially incomplete transverse myelitis, can pro¬ 
duce the same clinical appearance. Characteristic only 
are the course, the influence of treatment and the critical 
diagnostic points quoted above. J. C. 

An Unusual Case of Myopathic Muscle 
Atrophy with l it col cement of the Face and 
“Bulbar” Muscle District and Neyatire Dis¬ 
coveries in the Nervous System,.-- Ecinhokl 
(Deutsche Zeitschr. f. Nervenheilk., Oct., 1893). 

This writer reports a case who, fifteen years ago, de¬ 
veloped symptoms which led to her being presented to 
the Southwest German Neurological Association as a 
case of bulbar paralysis. The first symptoms appeared 
when the patient was thirty-two years old, and they con¬ 
sisted of weakness and atrophy of the facial muscles of 
expression, the tongue, pharynx, muscles of mastication 
and sterno-eleido-mastoid ; also a paresis of the recurrent 
laryngeal. Twelve years later, the patient came under 
observation again, when it was found that the symptoms 
had remained nearly in a stationary condition. Shortly 
after this the patient died from bronchitis. Careful 
microscopical examination of the nervous system, espe¬ 
cially the medulla and the cervical cord, and likewise the 
peripheral nerves of the involved parts, failed to reveal 
any pathological condition. Histologically the case was 
proven to be a clear one of primary disease of muscles. 
With the single exception of a few atrophied fibres in 
both recurrent laryngeals, between the trachea and the 
oesophagus, there was no histological change from 
normal in the nervous system. On account of the local¬ 
ization of these atrophic fibres in the recurrent laryn¬ 
geals, their limitation to the peripheral parts of the 
nerve, the writer believes that the atrophy was due to 



